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Résumé Summary
Dans ce commentaire, la valeur bénéfique des dimensions
r e l a t i o n n e l l e s r e l a t i v e a u x c o l l a b o r a t i o n s
interprofessionnelles est mise en valeur afin de démontrer
que les conf l i ts d’ intérêts émanant des auto-
référencements sont plus complexes que les conflits
d’intérêts traditionnels. Un échange entre professionnels
de la santé et éthiciens est recommandé afin de mieux
comprendre les aspects relationnels, qui sont essentiels au
bien-être et à l’autonomie du patient, concernant différents
soins et contextes organisationnels qui se produisent dans
les secteurs publics et privés. Ceci afin d’éclairer les
élaborations politiques quant à la gestion des conflits
d’intérêts associés aux auto-référencements.
In this commentary, the beneficial value of the relational
aspects of interprofessional collaboration is emphasized to
demonstrate that conflict of interests arising in self-referrals
are more complex than presented in classic cases of
conflicts of interest. A dialog involving health professionals
and ethicists is recommended to better understand the
relational aspects that are essential to patient wellness and
autonomy, in relation to the various care and organizational
contexts across private and public sectors. The goal is to
inform policy making on management of conflicts of
interests associated with self-referrals.
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Introduction 
In 2014, BioéthiqueOnline published a Commentary by Anne Hudon on the conflicts of interest [1] that
may arise with self-referrals, defined as the act of referring a patient to a professional, a clinic or a
service in which the referent has a financial interest [2]. It appeared that such self-referrals correspond
to a classic situation of an unacceptable conflict of interest, and so should be avoided and
condemned. 
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Being trained in bioethics, I can appreciate how important it is to manage conflicts of interest and to
put in place processes, policies or frameworks to avoid them when possible. Patient autonomy must
be respected, and distribution of health resources should be fair, optimal and based on needs.
Useless and inappropriate care should be avoided. However, through my professional experience as
a researcher in primary care, I have also become aware of the importance of interprofessional
collaborative practices (ICP) for patient-centred care, and of the relational dimension of
interprofessional collaborative care (ICC). 
As stated by the World Health Organisation:
 
The interprofessional collaborative practice in health care occurs when multiple health
workers from different professional backgrounds provide comprehensive services by
working with patients, their families, carers and communities to deliver the highest
quality of care across settings. Practice includes both clinical and non-clinical health-
related work, such as diagnosis, treatment, surveillance, health communications,
management and sanitation engineering [3].
In a document informing the development of health policy, the Canadian Medical Association clarified
collaborative care and put forward its relational dimension:
Interprofessional collaborative care entails physicians and other providers using
complementary skills, knowledge and competencies and working together to provide
care to a common group of patients based on trust, respect and an understanding of
each others’ skills and knowledge. This involves a mutually agreed upon division of
roles and responsibilities that may vary according to the nature of the practice
personalities and skill sets of the individuals. The relationship must be beneficial to the
patient, the physician and other providers [4].
Referrals are often the initiator of ICC. In that context, the relational dimension is essential and must
be preserved. 
Anne Hudon proposed establishing a culture of ethics among the clinicians so as to guide them in the
management of conflicts of interest in the context of referrals [1]. In this Commentary, I wish to
contribute to the ongoing discussion by emphasizing the importance of recognising and maximizing, in
this culture of ethics, the relational aspects that are essential to care. To do so, I first clarify why
referral occurs in the context of ICP. Then, I emphasize the value of ICC and of its relational
dimension. Finally, I briefly outline general points to consider in future policy making, and recommend
a dialog between ethicists and healthcare providers.
Referral, interprofessional collaborative care and the relational dimension 
Referral is the act of a health professional of recommending a patient to have a consultation with
and/or a follow-up of another health professional. Appropriate referral decisions are based on clinical
judgment pertaining to patient health, needs, motivation and priorities. Of course, referral is not
equivalent to interprofessional collaboration. ICC is much richer than simply sending a patient to
another health professional, although it often begins with a referral. Interprofessional collaboration
also involves shared follow-up of patients, which requires frequent and rich communications between
health professionals. For example, a patient with a stroke could need orthopaedic care to correct
walking patterns, which would require several adjustments and close collaboration with a
physiotherapist to obtain an optimal result. 
Benefits of interprofessional collaborative care. ICC is broadly recognized as highly beneficial to
the patient. Its implementation has been recommended by World Health Organisation [3], and by the
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Canadian Health Service Research Foundation [5]. Access to appropriate health professional and
continuity of care throughout the health system are attributes of quality care, especially primary care
[6], and referrals are one of the most important mechanisms for ensuring  appropriate continuity of
care. It has often been emphasized that team-based care is the basis of patient-centred care [7].
However, ICC challenges current clinical practices because it requires more coordination and
communication, and health professionals need to organise their work differently. Generalisable
evidence of its superiority and cost-effectiveness is still lacking [8].
Trust relationships. High quality ICC relies on the possibility for and the ability of health
professionals to establish communication and dialog between health professionals [9]. It requires a
specific skill set, including the ability to establish trusting relationships with patients, families, other
health professionals, and teams [10]. Indeed, good interprofessional relationships must be based on
long-term trust, which is more easily achieved when professionals work in the same institution
[9,11,12]. The basics of interprofessional collaboration – i.e. creating communication channels (e.g.,
referral forms), having regular interprofessional activities (e.g., case discussions, interprofessional
training sessions, work meetings), and sharing health information and resources (e.g., health records,
with the patient’s consent) – are difficult to implement when different health professionals are in
remote locations [13]. Professional codes of ethics allow communication within a care team, but the
patient’s explicit consent is needed to allow information flow to health professionals outside the clinic
or health establishment where care is initiated. 
Patient preference. Patients often appreciate being referred to a health professional who is known
and trusted by their primary care provider. Many patients have issues with transportation and prefer to
return to clinics they already know they are able to access. Geographical and relational proximity are
important to patient [14].
Points to consider in ethical reflection on referrals in the context of
interprofessional collaboration
Strengthen relational aspects essential to patient-centred care. Considering the preceding text, it
is obvious that ethical evaluation of specific referral practices in the context of ICC should
acknowledge and address the relational dimension that is essential to effective and appropriate ICC
and patient-centred care. The appropriate and desirable aspects of the relational dimension of specific
ICC and ICP should first be clarified to avoid throwing out the baby with the bath water by simply
forbidding all referrals that are done within the same clinic. In her commentary, Hudon did not
recommend adopting such a strict approach to managing conflicts of interest. However, she reported
that this is the approach currently applied in Saskatchewan and British Columbia [1]. She also noted
that there currently is no unique solution to the problem in Canada, and the merits and pitfalls of each
approach should be examined. While Hudon proposed promoting a culture of ethics among clinicians,
I wish to emphasize that this culture of ethics should be sensitive to the relational dimension of care.
However, the common ground and values of this culture still remain to be established. My contribution
is to recommend the essential relational aspects of care should be not only tolerated, but enhanced
for the wellbeing of patients. 
Support health policy making with information on patient needs and context of care.
Establishing team work in healthcare is challenging and there are many organisational and systemic
barriers to optimal ICC [15]. For example, one of the challenges for members of new interprofessional
teams is to learn to balance case load and coordination of care [16]. Policies related to ICP do have a
strong influence on ICC [15]. For example, policies that promote governance models where staff can
be hired to support the development of the interprofessional collaboration in the clinic (e.g., business
development manager, IT support staff) can help the clinic make the most of their resources [16].
Ethical examinations and policy making processes must be informed of the factors and contexts that
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are barriers or enablers of ICC, if they are not themselves to become barriers. Professional ethicists
should support their recommendations to health authorities with evidence-based, relevant and
accurate information on patient needs and context of care. 
Empowering patients in shared decision making on referral. Patient autonomy must be
maximized at all times, especially in referrals. Respecting patient autonomy generally is understood
as respecting patient desire to be sufficiently informed and to take part in shared medical decision
making [17]. Patient autonomy also concerns patient involvement in developing the treatment plan,
with respect to his/her priorities, needs, and values [18]. When making a referral, the health
professional should provide patients with up-to-date lists of appropriate health resources and health
professionals available in their area so as to empower patient and engage them in choosing another
health professional if they so prefer. Patients should also be encouraged to voice their concerns
regarding any aspect of ICC. For example, a patient may have financial difficulties that limit his/her
ability to access certain health professionals. Patients might feel discomfort with a particular health
professional’s communication style, or may not be ready to engage in certain type of care at a certain
moment of their life. 
It should also be kept in mind that it is always possible in some cases that the trusting patient-health
professional relationship may fail to be established, or the experience or quality of care may be poor.
In such circumstances, a patient’s autonomous choice to terminate a patient-health professional
relationship should be respected. Patients should be encouraged and empowered to communicate
any concern at any moment of treatment and follow-up. 
Carefully examine financial interests in self-referral practices in and across public and private
settings. Despite the desirability of the relational aspects of ICC, it is important to acknowledge
certain situations that deserve careful ethical examination to prevent or manage conflicts of interest
that may limit patient autonomy in decision making. Indeed, when referral to physiotherapists,
nutritionists or other health professionals is made within the same clinic, the situation may be similar
in many aspects to self-referral as defined above. If referral and follow-up by other health
professionals are appropriate and necessary to patient treatment (as opposed to frivolous and/or
superfluous), and the patient is also informed of other possible options available outside the clinic,
geographic and relational proximity could justify certain self-referral practices if that is what patient
actually prefers. 
Organizational characteristics of the clinic or health establishment where self-referral may be
performed must also be taken into account, as well as the type of professional practice. In primary
care clinics in Quebec and elsewhere in Canada, health professionals like physiotherapists and
nutritionists are often in private practice, unless they are hired by the public system to serve in a
department of a (public) health establishment. Different private health professionals diversify the
health service offerings of family medicine clinics, and they also bring financial income for the clinic,
e.g., office rentals [19]. Health professionals are often uncomfortable discussing their financial issues
with the patient, as these issues may be perceived as a matter of “internal administration”. 
Little attention has been given to new models of private health service delivery and to the potential
conflicts of interest related to self-referrals made in that context. For example, a broad range of
professional services (e.g., by nutritionists) are now available within community pharmacies [20],
which are private practices and may be franchises of large companies. It is also possible that diverse
models of service delivery may be found amongst different pharmacies. Are patients referred? By
whom? What is the relationship to the patient and to the pharmacy? What are the administrative
agreements? Referrals within these new models deserve greater scrutiny.
Conflicts of interest are often considered as a problem that is typical of the private sector, because
health services are sold to the patient. Health providers in public establishments may be reluctant to
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refer patients to health professionals in the private sector [21]. Yet, avoiding discussions on care that
is appropriate to patient needs because it is offered by nutritionists, physiotherapists or other health
professionals working in the private sector limits patient autonomy. Universal access to care is highly
valued by Canadians and health professionals [22-24]. However, information flowing to patients
regarding services that are available in the private sector should not be restricted because of
decisions made by health authorities regarding public resource allocation. I admit that by stating this, I
am preaching against my own personal inclination in favour of universal access to public health care.
We should be aware of the fact the public system too has financial interests that must be examined.
Conclusions 
With an ethicist’s eye, it is obvious that conflicts of interest should in general be managed if they
cannot be avoided in health care sector, so as to maximize patient autonomy. However, because of
the beneficial value of the relational aspect of interprofessional collaboration, self-referral is often not
just the classic case of an unacceptable conflict of interest. It is much more complex. Ethicists can
bring guidance to professionals regarding referrals, but in so doing, they must strive to maximize the
relational aspects that are essential to patient wellness and autonomy in the context of care.
Professional ethicists should consider engaging in a dialog with the different health professionals and
officials of health establishments concerned in order to have a clear understanding of ICC across
diverse settings, various organizational contexts, and private and public sectors.
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